Blastomycosis-like pyoderma, a rare skin lesion which may clinically resemble true blastomycosis, is seen in immuno-compromised individuals. We report one such case in chronic myeloid leukaemia.
Introduction
There are several nohi-specific skin lesions known to occur in association with myelogenous leukaemias. Commonest amongst them are acute febrile neutrophilic dermatosis (Sweet's syndrome) and atypical or superficial, bullous variant ofpyoderma gangrenosum.'13 We report a case of blastomycosis-like. pyoderma, a rare skin lesion which may accompany chronic myeloid leukaemia. 4 There have been earlier reports of blastomycosis-like pyoderma from India,5 6 but none associated with chronic myeloid leukaemia.
Case report
A 50 year old female, found to have chronic myeloid leukaemia one year previously was admitted with multiple skin lesions, which had appeared over the previous 3 weeks. She had been taking busulphan 4 mg daily since diagnosis.
On examination, the patient was afebrile and had no significant lymphadenopathy. There were multiple verrucous plaques with an elevated border on the face, upper limbs and trunk (Figure 1 ), which we first assumed to be leukaemic infiltrates. She also had verrucous and ulcerated lesions on the back ( Figure 2 ) and pustules over the neck. Most of the plaques and nodules were studded with pusfilled cavities particularly on the periphery. There was hepatosplenomegaly.
Investigations revealed haemoglobin 7.5 g/dl, white cell counts 21.2 x 109/l, platelet 160 x 109/1, blood differential count: neutro -58%, lympho 11%, basophil 8%, promyelocyte 3%, myelocyte 10%, metamyelocyte and stab form 10%. Blood karyotyping showed mosaic pattern with 25% cells with 46 XX chromosomes and 75% cells with Philadelphia chromosome (Ph'). Bone marrow report was suggestive of chronic myeloid leukaemia in a stable phase.
Smears from skin lesions were negative for acid-fast bacillus: Gram's stain showed Grampositive cocci in clusters suggesting Staphylococcus aureus. Potassium hydroxide preparation for fungal element was negative. Pus culture could not be done.
A diagnosis of blastomycosis-like pyoderma was considered, skin biopsy performed and the patient was put on co-trimoxazole, to which also staphylococci are generally sensitive7'8 (cloxacillin was not available in our hospital at that time). All the skin lesions healed within a week.
Multiple sections studied from skin biopsy showed pseudoepitheliomatous hyperplasia of the epidermis. There were multiple microabscesses in the hyperplastic epidermis as well as in the dermis. The abscesses were composed predominantly of neutrophils. Only occasional eosinophil and mononuclear cells were seen. A histological diagnosis of blastomycosis-like pyoderma was made (Figure 3 ). 4 Su et al.4 laid down certain strict criteria for the diagnosis of blastomycosis-like pyoderma. They include large verrucous plaques with multiple pustules and elevated border, pseudoepitheliomatous hyperplasia with abscesses in tissue biopsy specimen, growth of at least one pathogenic bacterium, such as S. aureus, ,B-haemolytic streptococci or Pseudomonas aeruginosa, negative culture for deep fungi, atypical mycobateria and Mycobacterium tuberculosis, negative fungal serology test and a normal bromide level in blood. Though our patient did not fulfil all the above-mentioned criteria, we arrived at a diagnosis of blastomycosis-like pyoderma after taking the total picture into account.
